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ABSTRACT 

Medical Child Abuse (MCA) is a form of child maltreatment in which a caregiver 

exaggerates, feigns, or induces illness or injury in a child, resulting in unnecessary, and often 

harmful, medical procedures (Roesler & Jenny, 2008, p. 1). As a result of the deceptive nature of 

MCA, empirical research is difficult to conduct, and our knowledge of MCA is largely limited to 

case studies. One approach that circumvents the deceptiveness and elusiveness of perpetrators is 

to collect information about medically abused children and their caregivers from collateral 

sources. In the present study a convenience sample (N = 203) was recruited to report on a child 

known to them who has a chronic or complex medical condition. After collecting basic 

information about the child and their caregiver, participants were asked about their suspicions 

that the caregiver was exaggerating or fabricating the child’s medical problems. Of the 203 index 

children reported on, 62 (30.5%) were strongly suspected of being overmedicalized or medically 

abused. Compared to children who were not suspected to be overmedicalized, the OM/MCA 

cases were characterized by increased healthcare use (e.g., number of doctor visits) and a trend 

of overall increased medical care, supporting patterns observed in the clinical case literature. 

Other expected differences, including a predominance of female caregivers and higher risk to 

younger children, were not supported. Although MCA is widely believed to be under-recognized 

and under-reported clinically, the prevalence implied by this study is shockingly high. My results 

suggest that there may be cases of MCA that depart from the prototype that arises from the 

clinical case literature, and that some of the clinical features that are regarded as diagnostic on 

MCA may not actually differentiate overmedicalized from non-overmedicalized children. 
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LIST OF ABBREVIATIONS AND SYMBOLS 

α Cronbach’s alpha: a coefficient of internal consistency  

C.I. Confidence Interval 

F Variation between sample means relative to variation within the samples 

M  Mean: the sum of a set of measurements divided by the number of measurements in the 

 set 

 

MCA Medical child abuse 

N Total sample size 

n Subset of total sample size 

OM Overmedicalization: when more healthcare resources are used than are necessary to 

achieve better health 

 

p Probability associated with the occurrence under the null hypothesis of a value as 

 extreme as or more extreme than the observed value due to chance 

 

POM Putative overmedicalization: generally considered or reputed to be overmedicalized 

SD Standard deviation 

X2 Chi-square test of independence: determines whether two variables are significantly 

related 

 

<  Less than  

= Equal to 
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INTRODUCTION 

Medical Child Abuse (MCA) is a form of child maltreatment in which a caregiver 

exaggerates, feigns, or induces illness or injury in a child, resulting in unnecessary, and often 

harmful, medical procedures (Roesler & Jenny, 2008, p. 1). Many terms are used, often 

interchangeably, when referring to perpetrators of MCA. MCA is also known as Pediatric 

Condition Falsification. When the underlying motives for the abuse are primarily psychological, 

the perpetrator may be diagnosed with Factitious Disorder Imposed on Another [FDIOA, also 

known as, Munchausen Syndrome by Proxy, (American Psychiatric Association, 2013)]. The 

early literature conflated medical child abuse with FDIOA, and this remains a source of 

confusion in clinical and legal writing on the subject. MCA is defined solely in terms of evidence 

indicating fabricated medical problems and unnecessary care-seeking by a caregiver, regardless 

of the reasons why these things occur (Roesler & Jenny, 2008, p. 1). Child victims are referred to 

as having Caregiver Fabricated Illness or Fabricated or Induced Illness. In many published case 

reports, the terms Munchausen Syndrome by Proxy, FDIOA, or Factious Disorder by Proxy may 

be incorrectly applied in the absence of any psychiatric or forensic evidence addressing the 

motive for the abuse. 

MCA may take the form of exaggerating genuine medical problems, lying about the 

child’s medical problems, simulating the problems (e.g., by adding blood to a stool sample or 

vomitus), or actually physically harming the child to create the appearance of, or cause, a 

genuine illness (e.g., by poisoning, infecting, or suffocating a child) (Gomila et al., 2016; Light 

& Sheridan, 1990; Rosenberg, 1987; Sheridan, 2003; Vennemann et al., 2005; Yates & Bass, 
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2017). Physically harming the child, referred to as induction, is the most common method of 

MCA, at 57.4% of cases, followed by exaggerating and lying (45.9%), and simulation (21.7%) 

(Sheridan, 2003; Yates & Bass, 2017). In many cases, all three of these methods of fabrication 

can be observed. It is noteworthy that even severe and prolonged cases may include no evidence 

of the abuser physically harming the child directly (though physical harm may occur as a result 

of unnecessary medical care). 

 Once MCA has been established, the next step in understanding the case is determining 

the motive for the abuse. There are generally three types of motivations that are apparent in 

known cases of MCA. Underlying motives for FDIOA, which is a diagnosis assigned to the 

perpetrator, are typically an extreme desire for attention, compassion, or a specialness that comes 

from having a critically ill child (American Psychiatric Association, 2013; Brown et al., 2014; 

Libow, 1995; Morrell & Tilley, 2012; Saad, 2010; Sheridan, 2003; Truman & Ayoub, 2002; 

Yates & Bass, 2017). Thus, a determination of MCA states that the child was abused, while 

FDIOA explains why the abuse occurred. 

FDIOA is not to be confused with Illness Anxiety by Proxy, which refers to a caregiver 

who has excessive worries and anxiety about their child having a serious illness or becoming ill 

(Thorgaard et al., 2017). Thus, while cases of both FDIOA and Illness Anxiety by Proxy may 

have excessive healthcare use, FDIOA is characterized by intentional fabrication of illness in 

one’s child for attention, while Illness Anxiety by Proxy is diagnosed when a caregiver has 

genuine concerns that their child is sick due to the caregiver’s own health anxieties, which, in 

extreme cases, can lead the caregiver to exaggerate or fabricate medical symptoms in a desperate 
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attempt to secure a more careful assessment of their child. When the motives for the abuse are 

primarily external incentives (e.g., to obtain financial compensation, gain access to prescription 

medications, obtain time off from work, or manipulation of parental custody arrangements), the 

perpetrator may be designated as engaged in malingering by proxy (Amlani et al., 2016; Slick et 

al., 1999). Regardless of motive, however, these are still MCA. Identifying the motive for the 

abuse is important for understanding how to address the perpetrator and protect the child.  

The majority of what we know about medical child abuse comes from published case 

studies, aggregations of case studies, and a very small number of retrospective case series based 

on medical record reviews. A combination of privacy laws, which protect detailed medical and 

court records produced in cases of MCA, and alleged abusers’ tendency to be uncooperative, 

leaves few avenues for the scientific study of MCA. In the proposed study, I will explore the 

feasibility of surveying collateral sources who may have knowledge about the families of ill 

children and may be willing to report honestly about whether they suspect that the caregivers are 

exaggerating the child’s medical problems and engaging the child in unnecessary care. 

Background on Medical Child Abuse 

 MCA was first described in the clinical literature by Meadows (1977) who reported on a 

series of suspicious “crib deaths” in the United Kingdom. He labeled these cases, Munchausen 

Syndrome by Proxy (now officially diagnosed as FDIOA), referencing Munchausen Syndrome, 

which refers to a now-obsolete term for adults who pretend to be ill. Like people with 

Munchausen Syndrome, he observed that caregivers with FDIOA seemed to derive 
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psychological satisfaction from the caring and compassion that is bestowed on them as parents of 

sick children (Meadow, 1977). Since that time, hundreds of clinical case reports of MCA have 

been published in the medical and psychiatric literature, and hundreds of court cases have 

addressed allegations of MCA. 

 Case studies of MCA suggest that victims are mostly infants and pre-verbal toddlers, 

whose cognitive and language skills render them unable to contradict false reports made by their 

caregiver, although approximately 25% of cases occur among children older than 6 years (Denny 

et al., 2001; Flaherty et al., 2013; McClure et al., 1996; Sheridan, 2003). Older children with 

impaired language and cognitive abilities may be similarly at risk. Most victims of MCA are 

children who have an existing genuine illness, but whose symptoms are exaggerated or who have 

additional fabricated symptoms (Greiner et al., 2013). Children who experienced neonatal 

medical complications, such as prematurity or birth defects may be at particular risk of MCA 

(Light & Sheridan, 1990; Rosenberg, 1987; Schreier, 2004; Yates & Bass, 2017). Even victims 

of MCA who are healthy may eventually suffer iatrogenic medical complications due to the 

excessive, and often harmful, medical procedures they undergo that are instigated by caregiver 

misinformation (Rosenberg, 1987). Although the illnesses claimed for victims of MCA are many 

and various, the most commonly reported symptoms and problems for children who died as a 

result of MCA, in order of frequency, are apnea, anorexia/feeding problems, diarrhea, seizures, 

cyanosis, asthma, allergy, fevers, and pain, not otherwise specified (Greiner et al., 2013; 

Sheridan, 2003).  
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 Perpetrators of FDIOA are overwhelmingly female (97.6%), and in nearly all cases are 

the mother of the child (95.6%). They are frequently single or in a relationship in which the 

father is physically or psychologically unavailable to counter the false symptom reporting and 

excessive care-seeking. There are clinical discussions of a “profile” of perpetrators. It includes a 

personal history of suspicious or unexplained illness or a diagnosis of Factitious Disorder 

Imposed on Self (FDIOS, 30.9%), a history of childhood maltreatment (30%), obstetric 

complications (23.5%), personality characteristics mapping on to borderline and histrionic 

personality disorders, a high level of medical training or knowledge, and the appearance of being 

exceptionally loving and caring parents (Sheridan, 2003; Vennemann et al., 2005; Yates & Bass, 

2017).  

Published cases of MCA tend to report audacious examples of suffocation, poisoning, or 

contamination leading to infection (Gomila et al., 2016; Light & Sheridan, 1990; Vennemann et 

al., 2005). Caregivers often report signs or symptoms that are unobserved on examination by 

medical providers (e.g., high fevers in a child who is always afebrile in the clinic), or 

inconsistent with other evidence (e.g., normal growth in a child reported to have chronic 

vomiting and diarrhea; Rosenberg, 1987). They may also misrepresent the opinions and services 

offered by other providers to create a false appearance of the nature and severity of the child’s 

illness (Yates & Bass, 2017). There is often a proliferation of providers involved in the case, 

making communication between providers difficult, and obscuring the large amount of care the 

child is receiving. Perpetrators will also take the child to the emergency room of multiple 

different hospitals and frequently change physicians in order to avoid detection (Bass & Jones, 
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2011). The child is often subjected to numerous tests and examinations which yield negative or 

inconclusive results, and care providers struggle to achieve a coherent understanding of the 

bewildering pattern of signs and symptoms reported by the caregiver (Bass & Jones, 2011; 

Rosenberg, 1987; Sheridan, 2003; Yates & Bass, 2017). However, even when the reported 

symptoms appear to fit with a particular diagnosis, the “illness” may be resistant to conventional 

treatment (Rosenberg, 1987).  

Perpetrators of MCA frequently seek out many different doctors in an attempt to procure 

their desired diagnosis, referred to as “doctor shopping” (Yates & Bass, 2017). This “doctor 

shopping” is especially common among doctors practicing in subspecialties such as hematology, 

neurology, pulmonology, gastroenterology, and dermatology (Rosenberg, 1987). Perpetrators of 

MCA often pursue diagnoses in these subspecialties, which are difficult for physicians to rule 

out, such as food allergies (Warner & Hathaway, 1984) and asthma (Godding & Kruth, 1991), 

making it easier to avoid detection of symptom falsification and obtain more unnecessary 

medical procedures.  

 MCA may continue undiscovered for months or even years (Denny et al., 2001; Flaherty 

et al., 2013; Rosenberg, 1987). The delay is caused partly by the deceptive skills of the caregiver, 

as well as the abiding faith that pediatricians have in the honesty and trustworthiness of parents’ 

reports of their children’s medical condition (Vennemann et al., 2005). The abuse is often 

revealed through physical evidence that the caregiver has simulated the illness (e.g., they are 

caught placing blood in the child’s urine or stool sample), or caused it (e.g., wound cultures 

reveal bacteria that indicate intentional contamination) (Light & Sheridan, 1990; Rosenberg, 
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1987; Vennemann et al., 2005; Yates & Bass, 2017). Suspicions may also be aroused by 

inadvertent or planned observations showing the child’s problems abate or remit when the abuser 

is not present (Bass & Glaser, 2014; Gomila et al., 2016; Light & Sheridan, 1990; Rosenberg, 

1987; Sheridan, 2003; Southall et al., 1997). Hypothetically, cases that rely on lies or 

exaggerations, absent objective and observable symptoms, may go entirely undetected.  

The determination of abuse also requires evidence of harms suffered by the child or risks 

of harm. These include physical harms, both those caused by the caregivers directly and those 

related to unnecessary tests and treatment. All victims of MCA suffer at least some form of 

short-term harm resulting from the abuse, with 7.3% of MCA cases resulting in the child 

suffering a long-term or permanent disability (Sheridan, 2003). In addition, victims may suffer 

psychological harms, such as disruptions in attachments, and developmental delays that result 

when the child is needlessly deprived of opportunities for cognitive and social development, such 

as when victims frequently miss school or are unnecessarily segregated from their peers because 

of factitious food allergies (Beck, 2008; Bools et al., 1993; Bujoreanu et al., 2014; Cerutti et al., 

2017; Libow, 1995; Masterson & Wilson, 1987). These delays can sometimes motivate older 

victims of MCA to adopt the sick role as a coping mechanism and collude with the perpetrator of 

MCA (Awadallah et al., 2005; Masterson & Wilson, 1987; Schreier & Libow, 1993). Thus, as 

these victims of MCA grow older, a significant proportion of them begin to adopt this sick role 

and present the fabricated symptoms even when the perpetrator of MCA is absent (Bass & 

Glaser, 2014; Rosenberg, 1987; Sheridan, 2003; Yates & Bass, 2017). 
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 The prognosis for children and families in which severe and prolonged medical child 

abuse occurs is very poor. In approximately 6.0% of cases the child dies either at the hands of the 

parent (e.g., miscalculated suffocation or poisoning) or as a result of medical care decisions that 

were misguided by the caregiver’s false information (e.g., operating on a child who was 

surreptitiously given a blood thinner by their caregiver; Sheridan, 2003). When the caregiver is 

confronted with suspicions of abuse, the typical response is denial and continued insistence that 

the child has a genuine undiagnosed illness. Perpetrators rarely accept offers of mental 

healthcare, and may flee with the child, leaving the hospital against medical advice, only to 

continue abusive care-seeking elsewhere (Fry & Gergel, 2016; Greiner et al., 2013). When 

medical abuse is reported to Child Protective Services, CPS and the courts frequently fail to 

grasp the harm inherent in MCA and protect the abused child and their siblings adequately. Yet, 

among families where the abused child is removed from the home, perpetrators rarely regain 

custody, due to their denial of the abuse and lack of willingness to address the abuse through 

psychotherapy (Libow, 1995; Rosenberg, 1987; Vennemann et al., 2005). 

The Problem of Over-Reliance on Clinical Case Data 

The vast majority of the literature on MCA is comprised of case studies, while there is a 

scarcity of planned empirical research on MCA (Ali-Panzarella et al., 2017; Ferrara et al., 2012). 

Most of the data on MCA that exists in the literature is from a handful of prominent literature 

reviews on hundreds of case studies from medical and psychosocial journal articles (Rosenberg, 

1987; Sheridan, 2003; Yates & Bass, 2017; Yates & Feldman, 2016). There are very few studies 

containing empirical data and they often have a number of significant limitations. A recent study 
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by Ali-Panzarella et al. (2017) provides much needed epidemiological information on the 

characteristics of MCA victims, as well as data regarding their healthcare histories. Although 

these data are extremely useful for future research on MCA, the paper focuses on the need for a 

multidisciplinary approach to the diagnosis of MCA and providing instructions on how to do so, 

rather than placing the empirical data as the focal point of the paper.  

A study by Ferrara et al. (2012) contains a small amount of relevant empirical data, 

reporting the prevalence rate for Munchausen syndrome by proxy at a medical school’s pediatric 

unit in Italy. A study by Greiner et al. (2013) also contains data on MCA. The purpose of the 

paper is to detail the development and implementation of a preliminary screening instrument for 

the early detection of cases of MCA. Greiner et al. (2013) provides a 15-item MCA screening 

instrument, consisting of criteria which their research team has identified to most accurately 

detect possible cases of MCA. Although these screening tools are desperately needed and more 

research should be conducted to test the validity and reliability of such an instrument, the 

literature on MCA continues to have a dearth of empirical research. All of the studies discussed 

above involve a retrospective review of suspected or confirmed cases of MCA from a single 

institution. The point here is that for both studies using chart review, and those relying on charts 

for which Munchausen Syndrome by Proxy was clinically identified, the biases in the existing 

case literature may have driven the data collection and interpretation. By gathering data from 

only a single hospital or medical facility, the number of cases is small and prevalence is likely 

underestimated, as the researchers do not have access to MCA victims’ healthcare use outside of 

their own institution. 
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On the basis of the available evidence, MCA appears to be a rare and severe form of 

abuse, the best possible outcome of which is removal of the child from a caregiver after 

considerable physical and mental harm has been done. The question is whether this picture 

accurately portrays the nature and course of MCA. Estimates of the prevalence of medical child 

abuse vary widely, but even the highest of these estimates is believed by experts to be 

underestimated due to poor awareness, recognition, and reporting (Ali-Panzarella et al., 2017; 

Ferrara et al., 2012). Undetected less severe cases of MCA (e.g., reported symptoms of pain or 

weakness, or cases which do not progress to simulation and induction by the caregiver) never 

make it into the case literature, giving the possibly false impression of a distinct difference 

between appropriate and abusive care-seeking. There are unsystematic and unclear criteria for 

why cases are selected for publication, and published cases may be biased toward more extreme 

and audacious examples of MCA. All of these biases are likely to also overestimate the 

proportion of MCA cases in which perpetrators cause direct physical harm to the child. This 

presentation of an undiagnosed illness, coupled with a tendency for perpetrators to use multiple 

different doctors and hospitals to avoid detection, makes the identification of MCA extremely 

challenging (Bass & Jones, 2011). Given how difficult MCA is to detect and the tendency for 

MCA cases to be referred to specialists due to their complex symptoms, prevalence rates vary 

widely among physicians surveyed. Although it was previously believed to be rare, recent 

surveys of general pediatricians indicate prevalence rates of 0.002% to 0.27% (Denny et al., 

2001; Light & Sheridan, 1990; McClure et al., 1996), with rates between 1% and 13% in 
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specialist or interdisciplinary (e.g., complex care teams) settings (Ferrara et al., 2012; Godding & 

Kruth, 1991; Warner & Hathaway, 1984). 

Although there is abundant clinical and forensic evidence that this type of abuse occurs, 

there is very little clinical science to inform the assessment, treatment, early detection, or 

prevention of medical child abuse (Yates & Bass, 2017). The challenge of identifying MCA is 

two-fold. First there are no large-scale descriptive studies about the full range of medical, allied 

health, and mental healthcare that constitute the abuse. Second, there are no data about the 

general amount and scope of care-seeking by parents of children with genuine serious chronic 

illness and genuine medical complexity. An effective argument used by defendants in legal 

prosecutions of MCA is that prodigious medical records are consistent with the presence of a 

genuine serious childhood illness. Though this is not consistent with clinical experience, there 

are no large-scale studies to contradict this defense. To correctly identify MCA, we must know 

what prototypical cases of MCA look like, and the amount, type, and course of care features that 

distinguish them from genuinely seriously ill children.  

All these difficulties with gathering empirical data on MCA are a function of the 

unwillingness of perpetrators to participate in conventional research. In the forensic investigation 

of MCA cases, interviews with uncooperative perpetrators and loyal family members are often 

unhelpful. Instead, an unusually strong weight is placed on information from collateral sources 

such as teachers, extended family members, and coaches, who may be more willing to provide 

accurate information. Thus, for my study, I sought to collect information about abused children 
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and their caregivers from collateral sources, thereby circumventing the unwillingness of 

perpetrators to participate in research.  

The proposed study used collateral sources to collect data on the child’s diagnoses, 

medical history, use of healthcare resources, and whether there is a suspicion that the child is 

being medically abused. Cases of MCA are typically characterized by frequent doctor and 

emergency room visits, repeated hospitalizations, multiple repeated medical procedures, 

proliferating medical problems or diagnoses, the involvement of multiple specialists, and a 

tendency to “doctor shop” (Bass & Jones, 2011; Rosenberg, 1987; Sheridan, 2003; Yates & 

Bass, 2017). On the surface, genuine cases of chronic illnesses may appear to be similar to cases 

of MCA due to the large amount of doctor visits, hospitalizations, and medical procedures 

common among children with genuine chronic illnesses. However, there are no studies which 

explore how the amount, type, and pattern of healthcare use in cases of MCA differs from 

genuine chronic illness.  

Importance of Proposed Study 

In this study, participants were asked to think about and report on an ill child who is well-

known to them. Initially, no mention of overmedicalization or abuse was made. Later in the 

survey, participants were told the true purpose of the study and they were asked whether they 

believe the child is being medically abused. This allows me to avoid biasing participants toward 

selecting ill children that they suspect are victims of MCA. Thus, I was able to obtain a control 

sample of children who are not suspected to be victims of MCA for comparison to children who 
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are suspected of being medically abused in order to determine how suspected cases of MCA 

differ from children who are believed to be genuinely ill. 

This study had three aims: a) Determine the proportion of identified children suspected of 

MCA, b) Identify the types of illness and the patterns of healthcare use that distinguish suspected 

cases of abuse, and c) Identify the caregiver variables that distinguish the caregivers suspected of 

engaging in MCA. By discerning the amount of medical care utilized by both children with a 

complicated or difficult medical history which is believed to be genuine and children who are 

believed to be victims of MCA, the proposed study was be able to determine the proportion of 

identified children suspected of MCA, the types of illnesses and the patterns of healthcare use 

that characterize suspected cases of abuse, and the caregiver variables that distinguish caregivers 

suspected of engaging in MCA. To address these aims, k-means cluster analyses were conducted 

to create a control group (children suspected to have a genuine chronic illness) and an MCA-

suspected group (children believed to be victims of overmedicalization or medical child abuse). 

Next, a series of one-way ANOVAs were performed, comparing the cases of putative 

overmedicalization (POM) to the controls on theoretically and clinically derived healthcare 

parameters (i.e., number of surgeries, doctors, specialists, hospitalizations, emergency room 

visits, diagnoses, medications, and medical devices). 

 

 

 



 

 

 

14 

 

 

 

Hypotheses 

Demographic Features of Suspected Cases of MCA vs. Controls 

Based on the literature, I hypothesized that the majority of suspected victims of MCA would 

be infants and toddlers, with a smaller percentage consisting of children older than 6 years. I 

hypothesized that suspected perpetrators of MCA would be predominantly female and the child’s 

mother. 

Clinical Features of Suspected Cases of MCA vs. Controls 

I hypothesized that suspected cases of MCA would use more healthcare services and 

have more unique diagnoses spanning a wider range of organ systems and medical specialties 

compared to children not suspected of MCA. This would be evidenced by a greater number of 

surgeries, specialists, hospitalizations, emergency room visits, diagnoses, medications, and 

medical devices in cases of POM compared to cases of chronic illnesses in childhood that are 

believed to be genuine. 

Personality Judgements of Caregivers for Suspected Cases of MCA vs. Controls 

Based on the clinical case literature, I predicted that cases identified as suspicious for 

overmedicalization or MCA would be characterized by caregivers who are rated as higher in 

interpersonal insecurity and a need for attention and overt signs of approval and appreciation 

(i.e., personality characteristics mapping onto borderline and histrionic personality disorders). I 

also hypothesized that caregivers suspected of perpetrating MCA would have a personal history 

of lying about or exaggerating their own illnesses. Finally, I predicted that caregivers who are 
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suspected of medically abusing their child would be more likely to use social media to gain 

attention for their child’s illness, as well as being more likely to create a Go Fund Me or other 

fundraisers related to their child’s health problems or medical care. 
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METHOD 

Overview & Design 

Participants completed an online survey (delivered via the Qualtrics platform) about a 

child known to them who has a complicated or difficult medical history (i.e., a child with a 

chronic illness, multiple illnesses or injuries, or who is just generally “sickly”). The survey asked 

questions about the child’s diagnoses, medical history, and how the child copes with their illness. 

The survey also asked questions about the child’s primary caregiver, such as how they cope with 

the child’s illness, and use of healthcare resources on behalf of the child. The final questions on 

the survey asked whether participants believe the child is being medically abused and what led 

them to that belief. The participants were also asked questions about the caregivers’ personality 

style.  

Participants 

Amazon’s Mechanical Turk (MTurk) workers (N = 203) were recruited using Amazon’s 

Mechanical Turk, an online participant recruiting system. Amazon’s Mechanical Turk allows 

individuals worldwide, ages 18 and older, to participate in any task listed on the online platform 

as long as they have a device connected to the internet. Participants were eligible to participate if 

they were currently residing in the United States, are at least 18 years old, had completed and 

been approved for at least 50 MTurk tasks in the past, and whose work had been approved on 

past completed MTurk tasks at least 95% of the time. The latter two criteria serve to deter 
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participants who do not put effort into completing tasks or who complete tasks using automation 

software (“robots”) to complete tasks. 

Mean age was 39.39 (SD = 10.43) and participants were 55.2% female (see Table 1). 183 

(90.1%) of participants reported that they are currently the primary caregiver and legal guardian 

for at least one child. This study was approved by the UA Institutional Review Board (see 

Appendix A). Participants were paid based on the level of completion of the survey and the 

reliability of their data. Participant payment ranged from $0.01 to $5.00 (see Appendix B for full 

details).  

Table 1.  

Descriptive Statistics of the Sample Overall (N=203) 

 N (%) 

Age 39.39 (SD = 10.43) 

Gender 

       Female 

       Male 

       Non-binary 

 

112 (55.2) 

90 (44.3) 

1 (0.5) 

 Race 

        White, Non-Hispanic 

        Hispanic, White 

        Black/African American 

        Asian 

        Native American/Alaskan/Pacific Islander 

        Prefer not to Respond 

 

123 (60.6) 

50 (24.6) 

16 (7.9) 

8 (3.9) 

5 (2.5) 

1 (0.5) 

Education 

       Attended High School 

       Graduated High School or Completed the GED 

       Attended some College or Trade School 

       Graduated College 

       Attended Graduate or Professional School 

 

1 (0.5) 

7 (3.4) 

22 (10.8) 

156 (76.8) 

17 (8.4) 
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Procedure 

Participants completed an online survey in which they were asked to report on the 

healthcare use of a child with a complicated or difficult medical history, the characteristics of the 

child’s primary caregiver, and whether they believe that the child is the victim of MCA and what 

led them to that belief.  

Participants answered questions about their own demographic information, as well as 

demographic information for the ill child and the child’s primary caregiver. Next, participants 

were asked questions about the child’s illness, the primary caregiver’s representations of the 

child’s illness, their approach to care-seeking for the child, and the primary caregiver’s ability to 

cope with the illness. Participants were originally told that the purpose of this study is to learn 

more about the experiences and characteristics of children with complex medical issues by 

asking about the observations of their friends and family members. As the survey progressed, 

participants were asked questions about the child and primary caregiver which were increasingly 

revealing about the true purpose of the study, such as questions about coping, symptoms of 

anxiety and depression in the caregiver, and the tendency of the caregiver to over- or under-

respond to the child’s medical problems. 

Participants were not told the true purpose at the outset in order to avoid a bias toward the 

children and families they choose to report on (e.g., selecting families where excessive focus on 

the child’s medical concerns is a problem). Following questions about the caregiver’s ability to 

cope with the child’s illness, participants were debriefed and told that the true purpose of the 
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study is to learn about children who are overmedicalized or medically abused by their caregivers. 

Participants were then given the option to withdrawal from the study without penalty. 

Participants were encouraged to answer honestly and reminded that their responses are 

anonymous, since I have no way of identifying the child or caregiver they are reporting on. 

Further, participants were reminded that reporting concerns about how a caregiver cares for their 

ill child does not mean they are accusing the caregiver of child abuse.  

Participants who chose to continue were asked direct questions about whether they 

suspected that the caregiver fabricated the child’s medical problems through lies, simulations, or 

intentionally harming the child, and questions about the caregiver’s personality. Questions about 

the caregiver’s personality focused on their interpersonal relationships and the caregiver’s traits 

as they relate to attention seeking, separation insecurity, deceitfulness, manipulativeness, 

emotional lability, and hostility. 

Personality Measure 

All of the questions used in the survey have been informed by case studies and the 

literature on MCA and factitious disorder, with one exception. Select items from a measure on 

general personality disorder, the Personality Inventory for DSM-5 (PID-5), have also been 

included for the purpose of evaluating primary caregivers’ personalities (Krueger et al., 2012). 

The PID-5 is a 220-item self-rated personality trait assessment scale for adults age 18 and older. 

It assesses 25 personality trait facets, with each trait facet consisting of 4 to 14 items. Each item 

is rated on a 4-point scale, ranging from very false or often false (scored 0) to very true or often 
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true (scored 3). A variation of the PID-5 will be used, in which collateral sources who imagine 

how the caregivers would complete the items, answer the questions on the PID-5, instead of 

asking the caregivers themselves. Questions measuring traits facets for attention seeking, 

separation insecurity, deceitfulness, manipulativeness, emotional lability, and hostility were 

selected to be used in this survey as they map onto the traits which are characteristic of histrionic 

and borderline personality disorders, which are common among perpetrators of MCA. Item 

selection was guided by concerns about the length of the survey. Reliability analyses were 

performed for questions which were grouped together by their measured trait facet. Overall, 

there was a high level of internal consistencies among each scale (attention seeking: α = 0.853; 

separation insecurity: α = 0.858; deceitfulness: α = 0.905; manipulativeness: α = 0.832, 

emotional lability: α = 0.781, hostility: α = 0.917). I created an additional two questions to 

measure the stability and closeness of the primary caregiver’s interpersonal relationships. These 

two questions were found to have an unacceptable level of internal consistency (α = 0.618). For 

all personality questions combined, the overall level of internal consistency was very high (α = 

0.972). 

Statistical Analyses 

 All analyses were conducted within the IBM SPSS Statistical Software for Windows, 

Version 27. Preliminary analyses were conducted to verify that the distributions of the variables 

are roughly normally distributed. Descriptive analyses were then performed to determine the 

characteristics of the sample with respect to the participant and the child they chose to report on. 

Next, multiple k-means cluster analyses were conducted to classify children suspected of being 
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overmedicalized or medically abused (putative overmedicalization, or POM, group) vs. children 

suspected of having a genuine chronic illness (the control group). The control group consists of 

children who are not suspected of being victims of MCA (i.e., they are believed to have a 

genuine illness for which they are using a necessary amount of healthcare resources). The POM 

group consists of children who are suspected of being medically abused or overmedicalized. The 

variables used to define the k-means cluster analyses were selected based on their ability to 

differentiate children suspected of overmedicalization or medical child abuse, as informed by 

case studies and the literature on MCA and factitious disorder. A series of one-way ANOVAs 

and chi-square tests were then conducted comparing the cases of putative overmedicalization 

(POM) to the controls on theoretically and clinically derived healthcare parameters (i.e., number 

of surgeries, doctors, specialists, hospitalizations, emergency room visits, diagnoses, 

medications, and medical devices). 
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RESULTS 

Assessing Data Quality 

Overall, the quality of the data was disappointing. There was a total of 836 responses on 

Qualtrics. Of those, 406 responses were incomplete, either because the participant chose to 

discontinue for an unknown reason or because they were removed from the survey due to 

inconsistent responses (see Appendix C for information on attention checks). 54 participants who 

entered the survey did not give consent to participate, and 13 participants elected to have their 

data deleted. Finally, 160 responses were rejected due to inconsistent responses which indicated 

a participant who was not effortfully completing the task or that the entry was made by 

programmed software (i.e., a “robot”) and not an actual human being. Responses were also 

rejected from repeat IP addresses and/or repeat MTurk worker identification numbers. This 

resulted in a useable sample size of 203 responses. 

In order to establish a group of trustworthy participants, I identified participants whose 

selected and written answers gave clear indication that they understood and were engaged in the 

study. Participants were not required to comment, but those who did gave me the opportunity to 

assess their level of understanding and engagement with the survey. I developed a set of 

indicators by which to measure the quality of each response and used the trustworthy subset of 

participants as a benchmark against which to evaluate the quality of the remaining protocols. 

These indicators vary in terms of the weight they were given to determine whether the data were 
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reliable. These include evidence of cut and paste responses, responses that were not responsive to 

the content of a question, mismatches across questions (e.g., reporting knowing the index patient 

for longer than the patient has been alive), and suspiciously quick completion of the survey. 

Generally, the more inconsistencies found in a given response, the more likely a response was to 

be rejected (see Appendix C for full details).  

Quality codes. After rejecting participants with clearly inconsistent data, a system of 

quality codes (1-4) was created in order to rank the protocols in terms of most to least reliable, 

with 1 indicating excellent data quality, 2 indicating good data quality, 3 indicating questionable 

data quality, and 4 indicating data that should be rejected due to inconsistent responding (see 

Appendix C for full details).  

Inter-rater reliability. Two raters independently rated each response with one of the four 

quality codes. A reliability analysis was then conducted to determine the level of overall 

agreement among raters (Kappa = 0.349, p < 0.001). Next, a discussion was held to reconcile 

disagreements in the quality codes. Descriptive analyses were then performed on these three 

quality code groups in order to rule out that the groups were significantly different from each 

other.  

Once each participant was assigned to a quality code group, I performed analyses to 

determine if groups 2, 3, and 4 were distinct from the high-quality responders in ways that would 

suggest that their data should not be relied upon. Overall, it was determined that groups 2 and 3 

were similar to group 1 and should be retained in the final sample. 
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Diagnostic Category Coding 

Participants reported up to ten diagnoses for the index patient. Among the responses 

which received a quality code of 1-3 (N = 203), indicating useable data quality, diagnoses were 

coded into 15 different categories representing the traditional classifications of organ systems 

(see Appendix D for full details). Two raters independently rated each diagnosis with one of the 

15 diagnostic category codes. Out of the 203 usable responses, 26 responses (12.81%) had 

diagnoses with differing categorizations. A discussion was then held to reconcile disagreements 

in the diagnostic category codes.  

Characteristics of Participants, Index Patients, and Their Primary Caregivers  

 Sample characteristics of the participants are presented in Table 1. Participants were 

middle aged, predominantly identified as female, and a majority of the sample identified as 

White (60.6%), although a significant number of participants identified as Hispanic (24.6%). 

Over three quarters (76.8%) of the sample reported that they have graduated college. A majority 

of participants (90.1%) reported that they were currently the primary caregiver and legal 

guardian for at least one child. 

Characteristics of the identified ill children (index patients) are presented in Table 2. 

Mean age of the sample placed them approximately in the first grade, with over half of the index 

patients identified as male (61.6%). The racial distribution of the index patients was similar to 

the racial distribution of the participants. The majority of index patients were cared for at home 
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or school-aged children who were home-schooled, which together accounted for nearly 44% of 

the sample.  

Table 2.  

Descriptive Statistics of the Index Patients Overall (N=203) 

 N (%) 

Age 6.09 (SD = 2.30) 

Gender 

       Female 

       Male 

 

78 (38.4) 

125 (61.6) 

 Race 

        White, Non-Hispanic 

        Hispanic, White 

        Black/African American 

        Asian 

        Native American/Alaskan/Pacific Islander 

 

108 (53.2) 

60 (29.6) 

21 (10.3) 

8 (3.9) 

6 (3.0) 

Typical Day 

        Cared for at Home 

        Attends Day Care 

        Attends Preschool 

        Attends Kindergarten 

        Attends Elementary School 

        School-aged but Homeschooled 

        I don’t know 

 

68 (33.5) 

24 (11.8) 

12 (5.9) 

19 (9.4) 

57 (28.1) 

21 (10.3) 

2 (1.0) 

 

Characteristics of the index patient’s identified primary caregiver are presented in Table 

3. Primary caregivers were similar in age to participants (i.e., middle aged), with over half 

identifying as female (66.0%). The racial distribution of the primary caregivers was similar to the 

racial distribution of the participants and index patients. The primary caregivers’ level of 

education was also similar to participants, with over half having graduated college (62.6%). 

Primary caregivers were predominantly married and employed full-time. 
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Table 3.  

Descriptive Statistics of the Primary Caregivers Overall (N=203) 

 N (%) 

Age 36.81 (SD = 12.02) 

Gender 

       Female 

       Male 

       Non-binary 

 

134 (66.0) 

68 (33.5) 

1 (0.5) 

 Race 

        White, Non-Hispanic 

        Hispanic, White 

        Black/African American 

        Asian 

        Native American/Alaskan/Pacific Islander 

 

111 (54.7) 

58 (28.6) 

18 (8.9) 

8 (3.9) 

8 (3.9) 

Education 

       Attended High School 

       Graduated High School or Completed the GED 

       Attended some College or Trade School 

       Graduated College 

       Attended Graduate or Professional School 

       I don’t know 

 

7 (3.4) 

21 (10.3) 

21 (10.3) 

127 (62.6) 

17 (8.4) 

10 (4.9) 

Marital Status 

       Single 

       Married 

       Separated 

       Divorced 

       I don’t know 

 

27 (13.3) 

155 (76.4) 

12 (5.9) 

7 (3.4) 

2 (1.0) 

Employment Status 

       Full-time 

       Part-time 

       Self-employed 

       Unemployed 

       Never employed 

       I don’t know 

 

120 (59.1) 

32 (15.8) 

20 (9.9) 

22 (10.8) 

4 (2.0) 

5 (2.5) 
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Computing the Prevalence of Overmedicalized/Medically Abused Children 

In order to identify children who were suspected of being overmedicalized or medically 

abused, I implemented an a priori plan by which I created liberal, moderate, conservative, and 

very conservative criteria based on participants’ reported rates of MCA/overmedicalization 

suspicion (see Appendix E for full details). The liberal criterion was defined as a score of two or 

more on at least one of the four MCA suspicion questions. The moderate criterion was defined as 

a score of five or above on at least one of the four identified questions. The conservative criterion 

was defined as a score of seven or above on at least one of the four questions. Lastly, the very 

conservative criterion was defined as a score of seven or above on at least two of the four 

questions.  

Since there is no gold standard on which to base my definitions of the POM group and 

control group, I performed exploratory k-means cluster analyses to discover an underlying 

grouping structure based on participants’ four ratings of suspicion. Based on the iteration history 

and the number of cases in each cluster, the best k-mean cluster analysis produced a 4-group 

solution. Comparing the results from my a priori criteria groups detailed above and the 4-group 

solution from the k-means cluster analysis, very similar groups were formed in identifying the 

control and MCA suspicion groups.  

The patterns in participants’ various ratings of suspicion distinguished the four groups in 

the following ways: Group 1 (n = 69) was identified as the control group due to their overall very 

low levels of suspicion; Group 2 (n = 24) was identified as a potential medical neglect group due 
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to their reports that primary caregivers were denying, minimizing, or suppressing the severity 

and amount of disability associated with the index patient’s illness; Group 3 (n = 47) was 

identified as a mild overmedicalization group due to low reports on exaggerating the severity and 

amount of disability associated with the index patient’s illness (which were asked before 

participants were told the true purpose of the study) but moderate suspicions that the primary 

caregiver is lying about or simulating the index patient’s illness; Group 4 (n = 63) was identified 

as the putative overmedicalization (POM) group due to overall high levels of suspicion of MCA 

for items completed both before and after the true purpose of the study was revealed. Since the a 

priori focus of this study was on Group 1 (the control group) and Group 4 (the putative 

overmedicalization, or POM, group), our analyses will primarily focus on these two groups 

going forward.  

Characterizing the Overmedicalization/MCA Cases 

The control group and POM group were then compared on demographic characteristics 

of the participant in order to determine whether there are significant differences between the two 

groups. One-way ANOVAs and non-parametric frequency analyses were conducted on these 

demographic characteristics, which overall showed non-significant differences between the 

control and POM groups. A one-way ANOVA comparing the four groups on participant age 

revealed that there was not a statistically significant difference in participant age between the 

groups, F (3, 199) = 0.584, p = 0.626. Gender, racial, and educational distributions were similar 

across the control and POM groups (see Table 4). Thus, differences between the controls and the 
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POM group are unlikely to be the results of differences in the participants who identified control 

versus POM cases. 

Table 4. 

Descriptive Statistics of the Participants by Group (N=203) 

 Control Group 

(n = 69) 

POM Group 

(n = 63) 

 

 n (%) n (%)  

Age 40.22  

(SD = 10.30) 

39.97 

(SD = 11.12) 

 

Gender 

       Female 

       Male 

       Non-binary 

 

46 (66.7) 

22 (31.9) 

1 (1.4) 

 

29 (46.0) 

34 (54.0) 

0 (0) 

 

 Race 

        White, Non-Hispanic 

        Hispanic, White 

        Black/African American 

        Asian 

        Native American/Alaskan/Pacific Islander 

        Prefer not to Respond 

 

42 (60.9) 

17 (24.6) 

6 (8.7) 

4 (5.8) 

0 (0) 

0 (0) 

 

37 (58.7) 

19 (30.2) 

2 (3.2) 

1 (1.6) 

4 (6.3) 

0 (0) 

 

Education 

       Attended High School 

       Graduated High School or Completed the GED 

       Attended some College or Trade School 

       Graduated College 

       Attended Graduate or Professional School 

 

1 (1.4) 

4 (5.8) 

14 (20.3) 

46 (66.7) 

4 (5.8) 

 

0 (0) 

0 (0) 

1 (1.6) 

54 (85.7) 

8 (12.7) 

 

 

Next, the control group and POM group were compared on demographic characteristics 

of the index patient. A one-way ANOVA comparing the four groups on index patient age 

revealed that there was not a statistically significant difference in index patient age between the 

groups, F (3, 199) = 2.188, p = 0.091. There were relatively few infants and toddlers reported on 

(only 33 index patients [16.26%] were age 3 or younger). This finding is significant since 
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children of pre-verbal ages (typically under 5 years old) are most at risk for becoming a victim of 

MCA. Gender and racial distributions were similar between the control and POM groups, as was 

the index patient’s typical daily setting (e.g., school, day care; see Table 5). These analyses fail 

to support the impression from the MCA literature that MCA victims are mostly younger 

children and that they are disproportionately cared for at home or are homeschooled. 

Table 5. 

Descriptive Statistics of the Index Patients by Group (N=203) 

 Control Group 

(n = 69) 

POM Group 

(n = 63) 

 

 n (%) n (%)  

Age 6.48  

(SD = 2.41) 

5.90 

(SD = 2.18) 

 

Gender 

       Female 

       Male 

 

32 (46.4) 

37 (53.6) 

 

20 (31.7) 

43 (68.3) 

 

 Race 

        White, Non-Hispanic 

        Hispanic, White 

        Black/African American 

        Asian 

        Native American/Alaskan/Pacific Islander 

 

37 (53.6) 

20 (29.0) 

9 (13.0) 

3 (4.3) 

0 (0) 

 

34 (54.0) 

22 (34.9) 

2 (3.2) 

1 (1.6) 

4 (6.3) 

 

Typical Day         

        Cared for at Home 

        Attends Day Care 

        Attends Preschool 

        Attends Kindergarten 

        Attends Elementary School 

        School-aged but Homeschooled 

        I don’t know 

 

19 (27.5) 

6 (8.7) 

4 (5.8) 

4 (5.8) 

26 (37.7) 

10 (14.5) 

0 (0) 

 

28 (44.4) 

7 (11.1) 

2 (3.2) 

8 (12.7) 

14 (22.2) 

4 (6.3) 

0 (0) 

 

 

Finally, the control group and POM group were compared on demographic characteristics 

of the primary caregiver. A one-way ANOVA comparing the four groups on primary caregiver 
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age revealed that there was not a statistically significant difference in primary caregiver age 

between the groups, F (3, 199) = 1.488, p = 0.219. In the control group, primary caregivers were 

predominantly identified as female (84.1%), compared to a more even distribution of gender in 

the POM group, X2 (1, N = 132) = 11.64, p = 0.0006. Caregivers in the control group were 

identified as mainly White (62.3%), compared to a slight majority (49.2%) of caregivers 

identified as White in the POM group, which not was significant, X2 (1, N = 132) = 2.30, p = 

0.129. Caregivers in the POM group were also more likely than control caregivers to have 

graduated college (71.4% vs. 52.2%), X2 (1, N = 132) = 5.15, p = 0.023, and be employed full-

time (66.7% vs. 43.5%), X2 (1, N = 132) = 7.14, p = 0.008. Distributions of gender and marital 

status were similar between the two groups (see Table 6). Thus, these findings are inconsistent 

with the literature in the representation of MCA perpetrators as mainly female and spending a 

significant amount of time alone with the child.  
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Table 6. 

Descriptive Statistics of the Primary Caregivers by Group (N=203) 

 Control Group 

(n = 69) 

POM Group 

(n = 63) 

 

 n (%) n (%)  

Age 37.97  

(SD = 8.99) 

36.73 

(SD = 12.90) 

 

Gender 

       Female 

       Male 

       Non-binary 

 

58 (84.1) 

10 (14.5) 

1 (1.4) 

 

36 (57.1) 

27 (42.9) 

0 (0) 

 

 Race 

        White, Non-Hispanic 

        Hispanic, White 

        Black/African American 

        Asian 

        Native American/Alaskan/Pacific Islander 

 

43 (62.3) 

15 (21.7) 

8 (11.6) 

3 (4.3) 

0 (0) 

 

31 (49.2) 

23 (36.5) 

2 (3.2) 

1 (1.6) 

6 (9.5) 

 

Education 

       Attended High School 

       Graduated High School or Completed the GED 

       Attended some College or Trade School 

       Graduated College 

       Attended Graduate or Professional School 

       I don’t know 

 

2 (2.9) 

11 (15.9) 

12 (17.4) 

36 (52.2) 

4 (5.8) 

4 (5.8) 

 

4 (6.3) 

4 (6.3) 

2 (3.2) 

45 (71.4) 

6 (9.5) 

2 (3.2) 

 

Marital Status 

       Single 

       Married 

       Separated 

       Divorced 

       I don’t know 

 

12 (17.4) 

51 (73.9) 

2 (2.9) 

4 (5.8) 

0 (0) 

 

7 (11.1) 

47 (74.6) 

6 (9.5) 

3 (4.8) 

0 (0) 

 

Employment Status 

       Full-time 

       Part-time 

       Self-employed 

       Unemployed 

       Never employed 

       I don’t know 

 

30 (43.5) 

15 (21.7) 

11 (15.9) 

10 (14.5) 

1 (1.4) 

2 (2.9) 

 

42 (66.7) 

11 (17.5) 

3 (4.8) 

6 (9.5) 

0 (0) 

1 (1.6) 

 

 

 



 

 

 

33 

 

 

 

Relations Between the Participants, Index Patients, and Their Primary Caregivers 

 First, control and POM participants were compared on (1) the number of chronically ill 

children they know (control: M = 1.18, SD = 1.299; POM: M = 10.84, SD = 10.168) and (2) the 

number of ill and not ill children they know (control: M = 4.05, SD = 6.671; POM: M = 21.42, 

SD = 24.057). A one-way ANOVA comparing the four groups on the number of chronically ill 

children participants know revealed that there was a statistically significant difference between 

the groups, F (3, 199) = 14.913, p < 0.001. Scheffe’s Test for multiple comparisons found that 

the mean number of sick children known was significantly different between the control group 

and the POM group (p < 0.001, 95% C.I. = [4.68, 14.65]), with participants in the POM group 

reporting a greater number of sick children known. A one-way ANOVA was then performed 

comparing the four groups on the number of chronically ill and not ill children participants 

know. This analysis revealed that there was a statistically significant difference in the number of 

sick and not sick children known between the groups, F (3, 199) = 9.561, p < 0.001. Scheffe’s 

Test for multiple comparisons found that the number of sick and not sick children was 

significantly different across the control and POM groups (p = 0.001, 95% C.I. = [5.43, 29.32]), 

with participants in the POM group reporting a greater number of sick and not sick children 

known. Participants in the POM group knew more children overall, both chronically ill and not 

ill.  

 Next, participants were compared on their overall levels of confidence in their reported 

answers for the primary caregiver and index patient. A one-way ANOVA comparing 

participants’ level of overall confidence in their answers related to the index patient (e.g., 
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patient’s diagnoses, number of hospitalizations, etc.) between the four groups revealed that there 

was not a statistically significant difference in overall index patient confidence levels between 

the groups, F (3, 199) = 2.554, p = 0.057. A one-way ANOVA comparing participants’ level of 

overall confidence in their answers related to the primary caregiver (e.g., personality 

characteristics, representation of the index patient’s illness, etc.) between the four groups 

revealed that there was a statistically significant difference in overall primary caregiver 

confidence levels between the groups, F (3, 199) = 5.267, p = 0.002). However, Scheffe’s Test 

for multiple comparisons found that the mean value of overall confidence in participants’ 

answers related to the primary caregiver was not significantly different between the control 

group and the POM group (p = 0.892, 95% C.I. = [-9.10, 5.13]).  

Then, participants in the control group and POM group were compared on the length of 

time they have known the index patient and their primary caregiver. A chi-square test was 

conducted to compare between the control and POM group participants on the length of time 

they have known the primary caregivers. This analysis revealed that more participants in the 

control group (73.9%) than in the POM group (44.5%) have known the primary caregivers for 

five or more years, X2 (1, N = 132) = 11.90, p = 0.0006. Thus, participants in the control group 

tended to know primary caregivers for a longer amount of time than participants in the POM 

group. Similarly, participants in the control group were more likely than POM participants to 

know the index patients for 5-10 years, X2 (1, N = 132) = 5.76, p = 0.016. Again, participants in 

the control group tended to know index patients for a longer amount of time than participants in 

the POM group. 
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Controls and POM participants were also compared on their level of closeness with the 

primary caregiver and their knowledge of the index patient’s health history. A one-way ANOVA 

comparing the four groups on participants’ level of closeness with the primary caregiver revealed 

that there was a statistically significant difference in their level of closeness with the primary 

caregiver, F (3, 199) = 5.318, p = 0.002. However, Scheffe’s Test for multiple comparisons 

found that participants’ level of closeness with the primary caregiver was not significantly 

different between the control group and the POM group (p = 0.744, 95% C.I. = [-1.59, 0.69]). A 

one-way ANOVA was then performed comparing the four groups on participants’ knowledge of 

the index patient’s health history. This analysis revealed that there was a statistically significant 

difference in participants’ knowledge of the index patient’s health history between the groups, F 

(3, 199) = 7.528, p < 0.001). However, Scheffe’s Test for multiple comparisons found that the 

mean value of participants’ knowledge of the index patient’s health history was not significantly 

different between the control group and the POM group (p = 0.053, 95% C.I. = [-0.01, 2.04]). 

Next, the control and POM groups were compared on participants’ level of direct and 

indirect contact they have with the index patient and their primary caregiver. A one-way 

ANOVA comparing the four groups on participants’ level of direct contact (e.g., face-to-face, 

text) with the primary caregiver revealed that there was not a statistically significant difference in 

their level of direct contact with the primary caregiver, F (3, 199) = 1.157, p = 0.327. A one-way 

ANOVA was then performed comparing the four groups on participants’ level of indirect contact 

(e.g., hearing through friends/relatives/acquaintances, observing social media posts) with the 

primary caregiver. This analysis revealed that there was a statistically significant difference in 
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their level of indirect contact with the primary caregiver, F (3, 199) = 6.661, p < 0.001. Scheffe’s 

Test for multiple comparisons found that the mean value of participants’ level of indirect contact 

with the primary caregiver was significantly different between the control group and the POM 

group (p = 0.010, 95% C.I. = [0.85, 8.92]), with participants in the POM group having 

significantly more indirect contact with the primary caregiver than participants in the control 

group.  

A one-way ANOVA comparing the four groups on participants’ level of direct contact 

(e.g., face-to-face, text) with the index patient revealed that there was a statistically significant 

difference in their level of direct contact with the index patient, F (3, 199) = 11.320, p = 0.001). 

Scheffe’s Test for multiple comparisons found that participants in the POM group had much 

more direct contact with the index patient than participants in the control group, p < 0.001, 95% 

C.I. = [3.47, 11.25]), A one-way ANOVA was then performed comparing the four groups on 

participants’ level of indirect contact with the index patient. This analysis revealed that there was 

not a statistically significant difference in their level of indirect contact with the index patient, F 

(3, 199) = 1.541, p = 0.205). A one-way ANOVA was also performed comparing participants’ 

level of direct observation (i.e., observing signs and symptoms of illness, distress, or disability) 

of the index patient between the four groups. This analysis revealed that there was a statistically 

significant difference in their level of direct observation of the index patient, F (3, 199) = 4.192, 

p = 0.007). Scheffe’s Test for multiple comparisons found that participants in the POM group 

had much more direct observation of the index patient than participants in the control group, p = 

0.008, 95% C.I. = [2.58, 25.03].  
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Finally, relationships between the participant, index patient, and primary caregiver were 

then compared between the control and POM groups. A chi-square test was conducted 

comparing the two groups on participants’ relationship with the index patients. In the control 

group, index patients were most likely to be the child of the participant’s close friend, coworker, 

or neighbor (50.7%) compared to the POM group (27.0%), X2 (1, N = 132) = 7.77, p = 0.0005. In 

the POM group, index patients were more often reported to be a member of the participant’s 

extended family (42.9%) compared to the control group (34.8%), X2 (1, N = 132) = 0.906, p = 

0.341. 

A chi-square test was then performed comparing the two groups on participants’ 

relationship with the primary caregivers. In the control group, a majority of primary caregivers 

were a friend or neighbor of the participant (50.7%) compared to the POM group (41.3%), , X2 

(1, N = 132) = 1.184, p = 0.276. In the POM group, caregivers were most likely to be a family 

member of the participant (49.2%) compared to the control group (34.8%) but the difference was 

not statistically significant, X2 (1, N = 132) = 2.819, p = 0.0931. 

Finally, a chi-square test was conducted comparing the two groups on the index patient’s 

relationship with their primary caregiver. In the control group, a significant majority of 

caregivers were the index patient’s biological mother (78.3%) compared to the POM group 

(27.0%), X2 (1, N = 132) = 34.835, p < 0.001. Thus, caregivers were more likely to be biological 

mothers in the control group, while in the POM group, the biological mother and biological 

father were represented equally (27.0% for both). This finding is an important departure from the 

case literature which paints biological mothers as the primary perpetrators of MCA. 
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Health Problems and Healthcare Use Among Controls and POM Index Patients 

I next looked at aspects of health and healthcare use to explore differences between the 

control group and POM group. A one-way ANOVA was performed to compare the four groups 

on the number of unique diagnoses listed for the index patient. Participants in the control group 

listed a mean of 2.23 unique diagnoses among index patients, compared to a mean of 2.57 unique 

diagnoses among index patients in the POM group. This analysis revealed that there was not a 

statistically significant difference in index patient’s number of unique diagnoses across groups, F 

(3, 199) = 0.746, p = 0.526. 

Multiple chi-square tests were performed to assess the prevalence of key diagnoses 

(asthma, autism, and epilepsy) among the control and POM groups. These are diagnoses or 

medical problems which are thought to be more prevalent among victims of MCA as represented 

in the case literature. Contrary to the case literature, more index patients in the control group than 

in the POM group were reported to have a diagnosis of asthma, autism, and epilepsy, though 

none of these differences reached statistical significance (see Table 7).  
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Table 7. 

Key Diagnoses Among Control and POM Groups (n = 132) 

 Control Mean % POM Mean % X2 Sig. 

Asthma 14.5 7.9 1.405 0.236 

Autism 8.7 1.6 3.314 0.069 

Epilepsy 2.9 1.6 0.255 0.614 

 

A series of chi-square tests was conducted to compare the two groups based on their 

diagnosis categorization (see Appendix D for details on diagnostic category coding). Consistent 

with case literature, index patients in the POM group were more likely to have allergies or 

dermatological problems, gastrointestinal problems, problems with immunity or recurrent 

infections, musculoskeletal problems, and respiratory/pulmonological problems than those in the 

control group. However, this finding was only significant for index patients with musculoskeletal 

problems and problems with immunity or recurrent infections. A diagnosis of cancer, 

cardiological problems, ear, nose, and throat problems, genetic disorders, genital or urinary 

problems, metabolic issues, neurological problems, and psychological problems were more 

prevalent among index patients in the control group compared to the POM group. However, this 

finding was only significant for index patients with genital or urinary problems. The two groups 

were identical (28.6%) in the prevalence of constitutional problems (e.g., fatigue, malaise) 

among index patients. Index patients in the control group also had more non-diagnoses reported 
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(e.g., reporting “many surgeries” or “sickness” as a diagnosis) than index patients in the POM 

group, although this difference was not significant (see Table 8 for details). 

Table 8. 

Diagnosis Categories Among Control and POM Groups (n = 132) 

 Control Mean % POM Mean % X2 Sig. 

Allergy/Rashes 13.0 23.8 2.57 0.109 

Cancer 10.1 7.9 0.194 0.659 

Cardiological 10.1 7.9 0.194 0.659 

Constitutional 5.8 6.3 0.018 0.894 

Ear, Nose, Throat 10.1 7.9 0.194 0.659 

Genetic Syndrome 5.8 0 N/A N/A 

Genital/Urinary 15.9 3.2 6.046 0.014 

Gastrointestinal 29.0 44.4 3.401 0.0651 

Infectious/Immune 7.2 25.4 8.110 0.004 

Metabolic 7.2 6.3 0.042 0.838 

Musculoskeletal 21.7 44.4 7.730 0.005 

Neurological 24.6 23.8 0.012 0.912 

Not a diagnosis 10.1 7.9 0.194 0.659 

Psychology 26.1 15.9 2.056 0.152 

Respiratory/Pulmonology 26.1 31.7 0.514 0.473 
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The total number of medical devices were then compared between the control and POM 

groups. Among index patients in the control group, the number of medical devices ranged from 

zero to four, with 29.0% of patients who did not use any medical devices. The number of 

medical devices in the POM group ranged from one to five.  

Although the controls and MCA patients had a similar number and type of illnesses, the 

MCA group was reported to have more healthcare encounters and more healthcare providers. 

Multiple one-way ANOVAs were performed to compare healthcare use among index patients in 

the control group and the POM group. The number of doctor visits, emergency room visits, 

hospitalizations, surgeries, medications, and specialists were found to be significantly higher 

among index patients in the POM group compared to controls (see Table 9). 

Finally, a chi-square test was performed comparing index patients’ overall trend of 

healthcare use between the control group and POM group. Index patients in the POM group 

predominantly had an increase in their healthcare use (65.1%) compared to 30.4% in the control 

group, which was found to be significant, X2 (1, N = 132) = 15.869, p < 0.001. Thus, index 

patients in the POM group were reported to have an overall increasing trend in their amount of 

healthcare use (e.g., increasing number of doctor visits, hospitalizations, surgeries, etc.). 
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Table 9. 

Healthcare Use Among Controls and POM Groups (n = 132) 

 Control Mean POM Mean Sig. C_diff 

Doctor Visits 2.97 7.06 < 0.001 2.26 - 5.92 

ER Visits 2.42 8.95 < 0.001 3.73 – 9.33 

Hospitalizations 2.68 10.17 < 0.001 4.59 – 10.40 

Surgeries 0.58 2.67 < 0.001 1.11 – 3.06 

Medications 3.70 7.06 < 0.001 1.47 – 5.26 

Specialists 3.46 4.86 0.001 0.41 – 2.37 

 

Comparisons of Primary Caregivers’ Characteristics Among POM and Control Groups 

 Personality characteristics of index patients’ primary caregivers were then compared 

between the control and POM groups. A chi-square test showed that significantly more 

caregivers in the POM group (63.5%) were reported to discuss index patients’ medical problems 

on social media, compared to 26.1% of caregivers in the control group, X2 (1, N = 132) = 18.705, 

p < 0.001. Another chi-square test was then conducted to compare primary caregivers’ use of Go 

Fund Me or other fundraising mechanisms related to index patients’ medical problems/care 

between the two groups. 8.7% of caregivers in the control group compared to 68.3% of 

caregivers in the POM group were reported to use Go Fund Me or other fundraising mechanisms 

related to index patients’ medical problems/care, X2 (1, N = 132) = 50.047, p < 0.001. 
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 A one-way ANOVA was then performed comparing primary caregivers’ tendency to 

exaggerate their own medical problems between the four groups. This analysis revealed that 

there was a statistically significant difference in caregivers’ tendency to exaggerate their own 

medical problems, F (3, 199) = 86.543, p < 0.001. Scheffe’s Test for multiple comparisons found 

that the mean value of caregivers’ tendency to exaggerate their own illnesses was significantly 

different between the control group and the POM group (p < 0.001, 95% C.I. = [4.14, 6.22]), 

with caregivers in the POM group being much more likely to do so. 

 Multiple one-way ANOVAs were conducted comparing the four groups on primary 

caregivers’ personalities on seven trait facets (attention seeking, deceit, emotional lability, 

hostility, interpersonal relationships, manipulativeness, and separation insecurity). Primary 

caregivers in the POM group were found to engage in significantly more attention seeking 

behaviors, deceitfulness, emotional lability, hostility, manipulativeness, separation insecurity, 

and have more unstable interpersonal relationships compared to caregivers in the control group 

(see Table 10). However, the unstable interpersonal relationships finding should be interpreted 

with caution, given that the internal consistency of the interpersonal scale has an unacceptable 

level of internal consistency (α = 0.618). 
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Table 10. 

Primary Caregiver Personality Characteristics Among POM and Control Groups (n = 132) 

 Control Mean POM Mean Sig. C_diff 

Attention Seeking 0.541 2.027 < 0.001 1.122 – 1.849 

Deceit 0.454 1.952 < 0.001 1.161 – 1.835 

Emotional Lability 0.768 1.989 < 0.001 0.898 – 1.544 

Hostility 0.420 1.935 < 0.001 1.189 – 1.840 

Interpersonal 

Relationships 

0.761 2.056 < 0.001 0.950 – 1.639 

Manipulativeness 0.652 2.169 < 0.001 1.191 – 1.844 

Separation 

Insecurity 

0.420 1.810 < 0.001 1.059 – 1.720 

 

Rates of MCA Suspicion between Controls and POM Groups 

 Lastly, multiple chi-square tests were performed to compare the control group and the 

POM group on the four criteria for suspicion of MCA (liberal, moderate, conservative, and very 

conservative criteria; see Appendix E for full details on criteria thresholds). 75.4% of the control 

group and 100% of the POM group met liberal criteria, indicating a mild suspicion of MCA. 

7.2% of the control group and 100% of the POM group met moderate criteria, indicating a 

moderate suspicion of MCA. 2.9% of the control group and 98.4% (or 62 out of 63) of the POM 

group met conservative criteria, indicating a high suspicion of MCA. 0% of the control group 
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and 79.4% (or 50 out of 63) of the POM group met very conservative criteria, indicating a very 

high suspicion of MCA (see Figure 1). 

Figure 1. 

Relation of A Priori and Data-Driven Definitions of Cases (n = 132) 
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DISCUSSION 

Of the 203 ill children reported on for this study, 31% were suspected by a collateral 

source of being overmedicalized by their caregivers. Using the very conservative criteria, 24.6% 

were suspected by a collateral source of being overmedicalized by their caregivers.  

Biases may exist among participants toward selecting a child whom they suspect of 

overmedicalization. Overmedicalized children may be thought of as more interesting or 

compelling, given their unique constellation of symptoms and presenting problems, and may 

generate more protective attention given the concerns about unnecessary medical care. 

Biases that were not initially present among participants when choosing an ill child may 

have been generated in the course of completing the survey. Questions which asked participants 

about specific aspects of healthcare use (e.g., the number of surgeries, medications, 

hospitalizations, emergency room visits, etc.) may have led them to think about the child in a 

way they previously had not when they were asked about their suspicions of overmedicalization. 

This is consistent with the finding that the putative overmedicalization (POM) group had 

significantly more healthcare use than the control group. However, even if this occurred in the 

course of taking the survey, it is unclear whether this represents a bias or a realization of a true 

problem that participants had not previously considered. 

Biases may also exist based on the primary caregiver’s level of psychological distress and 

personality type. For instance, participants may be more likely to question the motives of 
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caregivers who display more signs of psychological problems. However, I tried to avoid cuing 

this bias by asking questions about the caregiver’s personality following the questions about 

suspicion of overmedicalization. This could, however, introduce the bias of participants reporting 

caregivers to have more and more severe psychological problems following participants rating 

their suspicion of overmedicalization. Thus, participants who reported higher rates of suspicion 

may have caused participants to report caregivers in the POM group having more and more 

severe psychological problems.  

Since this study used a convenience sample of collateral sources from all over the United 

States, with participants likely having varying levels of knowledge regarding overmedicalization 

and medical child abuse, I cannot be certain about the validity of the data. There is no way to 

determine whether the children who were identified as overmedicalized would be regarded as 

such by clinical or forensic experts with access to the patients’ complete medical records, 

interviews with their physicians, caregivers, or other collateral sources.  

Even if all the above factors caused a bias among participants to perceive the child as 

being overmedicalized, even by a factor of 10, the results would still show that 3% of the total 

sample (N = 203) are suspected of overmedicalization, which is 10 times higher than the highest 

estimate of overmedicalization or medical child abuse in the literature among general 

pediatricians (0.27%) (Denny et al., 2001; Light & Sheridan, 1990; McClure et al., 1996), and 

just over four times lower than the highest prevalence rate in specialist or interdisciplinary (e.g., 

complex care teams) settings (13%) (Ferrara et al., 2012; Godding & Kruth, 1991; Warner & 

Hathaway, 1984). 
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Index patients in the control group were predominantly cared for by their biological 

mother but index patients in the POM group were equally likely to be cared for by their 

biological mother as their biological father. This finding contradicts what is seen in the literature, 

with perpetrators of MCA characterized as nearly always being the child’s mother. Thus, using 

profiles as the basis for suspicions of MCA may be detrimental to our ability to accurately and 

consistently identify cases of MCA. Since my data do not support the literature’s prevailing view 

of perpetrators of MCA as the child’s biological mother, subscribing to this bias may blind social 

workers, physicians, and other healthcare professionals from considering the biological father or 

other male relatives as a potential perpetrator. 

Index patients in the POM group were predominantly identified as male (68.3%), with a 

more even distribution across gender in the control group (46.4% female, 53.6% male). This 

finding may be significant since, based on the literature, gender has not predicted risk of 

victimization by MCA. However, this difference may be accounted for by the predominantly 

male (61.6%) characterization of the overall sample. 

The POM group and the control group were found to have a similar number of unique 

diagnoses. However, the POM group were found to engage in much more healthcare use (i.e., 

number of doctor visits, specialists, hospitalizations, emergency room visits, surgeries, 

medications, and medical devices), as well as have an overall trend of increasing healthcare use 

over time as compared to the control group, which supports the current case literature. 
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Index patients in the POM group were more likely to have allergies or dermatological 

problems, gastrointestinal problems, problems with immunity or recurrent infections (e.g., 

fevers), and respiratory/pulmonological problems than those in the control group. These findings 

map onto many of the most commonly reported symptoms and problems by Greiner et al. (2013) 

for children who died as a result of MCA (Greiner et al., 2013; Sheridan, 2003). However, 

inconsistent with the case literature, index patients in the POM group were less likely to report a 

diagnosis of autism, asthma, and epilepsy. 

Personality characteristics of the primary caregivers revealed that a majority of caregivers 

in the POM group were reported to discuss index patients’ medical problems on social media and 

use Go Fund Me or other fundraising mechanisms related to the index patients’ medical 

problems/care, compared to caregivers in the control group. These findings are consistent with 

the new case literature on MCA, which has increasingly pointed to social media use and funding 

raising related to children’s medical problems as a potential characteristic of MCA perpetrators. 

Primary caregivers in the POM group were also more likely to exaggerate their own illnesses 

than caregivers in the control group, which is consistent with case studies characterization of 

perpetrators of MCA as having a history of exaggerating their own illnesses. 

Primary caregivers in the POM group were reported to display more attention seeking 

behaviors, deceitfulness, emotional lability, hostility, unstable interpersonal relationships, 

manipulativeness, and separation insecurity than caregivers in the control group. However, the 

finding for unstable interpersonal relationships should be interpreted with caution, given that the 

internal consistency of the interpersonal scale has an unacceptable level of internal consistency 
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(α = 0.618). These findings are consistent with the case literature’s characterization of 

perpetrators of MCA having higher interpersonal insecurity and a need for attention and overt 

signs of approval and appreciation (i.e., personality characteristics mapping onto borderline and 

histrionic personality disorders). 

Furthermore, there is a possibility that the methodology used in this study taps into 

various subpopulations of child abuse cases that have gone unrecognized in medical settings, or 

that play out predominantly outside of medical settings. For instance, the k-means cluster 

analysis revealed a four-group solution, for which the second group was identified as a potential 

medical neglect group due to reports that the caregiver is denying, minimizing, or suppressing 

the level of severity and disability associated with the child’s medical problems. However, more 

analyses will need to be performed to further explore the distinguishing factors of this potential 

medical neglect group. Further, the third group, which was identified as a potential mild 

overmedicalization group due to low reports on exaggerating the severity and amount of 

disability associated with the index patient’s illness but moderate reports on suspicions that the 

primary caregiver is lying about or simulating the index patient’s illness, could be another 

example of a subpopulation. This group may be considered as a potentially “at-risk” group for 

perpetrating MCA or conversely, as a group of participants who were engaging in response bias 

in an attempt to give the “correct” answers. 

Finally, all but one of the survey questions for this study asked for data from the past year 

(e.g., number of hospitalizations in the last year; number of surgeries in the last year). The only 

question which provided longitudinal data asked about the child’s overall trend in healthcare use. 
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Thus, with little access to longitudinal data, I am limited in my ability to determine those early 

signs that distinguish suspected cases of MCA from non-suspected cases, or how the temporal 

patterns in healthcare use differ among cases of POM and cases of chronic illnesses which are 

believed to be genuine.  

Advantages 

Nearly all of the current literature on MCA is written through the lens of the healthcare 

system (e.g., articles stating that perpetrators of MCA are abusing healthcare resources which 

could have been used for children with genuine medical problems). This healthcare system-based 

perspective implies that doctors and nurses are the only audience for which perpetrators of MCA 

are motivated to enact the abuse for the purpose of receiving attention, compassion, or sympathy 

from medical professionals. However, it may be the case that caregivers are perpetrating MCA 

for attention, compassion, or sympathy solely from friends, family members, teachers, or 

coaches, only interacting with the healthcare system as often as they need to in order to keep up 

the appearance that their child is ill. This study explored caregivers’ personalities and their 

interpersonal relationships, which may give an idea of the degree to which attention and 

compassion from these relationships appear to motivate caregivers to continue perpetrating 

MCA. 

The majority of literature on MCA consists of case studies on severe discovered cases of 

MCA. Thus, there is a bias toward reporting on extreme cases of simulation and induction 

uncovered by medical staff, rather than the potentially more common and less obvious cases of 
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exaggeration and lies. The current study collected data from collateral sources with a variety of 

relationships to the ill child (e.g., family member, teacher, coach, friend of the parent). 

Participants were allowed to complete the survey if they were residing in the U.S. and aged 18 or 

older. This diversity in geographical location and relationships to the ill child has provided us 

with a better idea of what cases of POM may look like in the real world. 

The long-term objective of this study is to promote the development of early detection 

and preventative measures to curtail MCA before the child suffers serious physical and 

psychosocial harms. Future research should focus on gathering more longitudinal data in order to 

assess for overall trends in healthcare use which may distinguish cases of MCA from children 

with genuine chronic illnesses. 

Conclusions 

The current study has found that children who are suspected of overmedicalization or 

medical abuse have a greater amount of medical care-seeking by their primary caregivers, 

compared to parents of children with complicated or difficult medical histories that are believed 

to be genuine (i.e., children not suspected of being victims of MCA). I found that suspected cases 

of MCA have a greater number of surgeries, hospitalizations, emergency room visits, doctor 

visits, medications, medical devices, and more diversity in the number of specialists sought out, 

compared to children with perceived genuine chronic illnesses. Suspected cases of MCA were 

also more likely to have gastrointestinal problems and respiratory/pulmonological problems than 

children believed to have a genuine illness. Caregivers suspected of engaging in MCA were also 
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found to engage in significantly more attention seeking behaviors, deceitfulness, emotional 

lability, hostility, unstable interpersonal relationships, manipulativeness, and separation 

insecurity than caregivers not suspected of perpetrating MCA. Suspected perpetrators were also 

more likely to use social media to post about their child’s illness and use Go Fund Me or other 

fundraising mechanisms associated with their child’s illness/healthcare compared to caregivers 

who were not suspected of engaging in MCA. Surprisingly, caregivers suspected of perpetrating 

MCA were equally likely to be the child’s biological mother as their biological father. More 

research is needed to confirm whether these “real-world” trends found in the current study can be 

replicated. 
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Appendix B 

Participant Payment Process 

Participants were paid based on the level of survey completion and the reliability of their 

data. Participant payment ranged from $0.01 to $5.00. Participants who only completed the 

consent question were originally paid $0.01 for taking the time to read the survey consent. 

Participants who completed questions up until the point of stating that they did now know a 

chronically ill child were paid $0.25 for their time and effort. Finally, participants who 

completed the entire survey with reliable data were paid $5.00. This compensation system was 

later discontinued to streamline the payment process. With the new compensation method, 

participants who failed to completed the entire survey or who were rejected for inconsistent data 

were not paid, while participants who completed the entire survey with reliable data were paid 

the full $5.00. Participants who did not submit their randomly assigned identification number on 

MTurk were not paid, since responses were anonymous and there was no way to reach them for 

compensation. 
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Appendix C 

Data Quality Assessment Procedure 

In order to establish a group of trustworthy participants, I identified participants whose 

selected and written answers gave clear indication that they understood and were engaged in the 

study. Participants were not required to comment, but those who did gave me the opportunity to 

assess their level of understanding and engagement with the survey. I therefore developed a set 

of indicators by which to measure the quality of each response. Each indicator varies in terms of 

the weight in which they were used to determine whether the data was reliable. Generally, the 

more inconsistencies found in a given response, the more likely a response was to be rejected. 

The following served as indicators that a response contained inconsistent data, indicating 

a participant who did not use effort in their completion of the survey or who used a robot to 

complete the survey: 1) the name of the primary caregiver and the child are the same, 2) the 

gender and name of the child and/or primary caregiver do not match, 3) the reported amount of 

time that the participant has known the child is longer than the child’s age, 4) the primary 

caregiver’s relationship to the child does not match up with who lives in the home with the child, 

5) the child’s relationship to the participant does not match up with the primary caregiver’s 

relationship to the participant, 6) reported diagnoses that seem unlikely given the child’s age 

(e.g., a diagnosis of Alzheimer’s disease), and 7) completing the entire survey in less than five 

minutes. None of these indicators alone were used to exclude participants’ data from the 

analyses.  
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The following criteria were used to automatically reject a participant’s data: 1) if a 

participant provided no diagnoses for the child, 2) if the participant appeared to cut and paste text 

from the internet or from my survey into one of the text-response boxes, and 3) if the participant 

completed the survey more than once, as determined by a repeat MTurk worker identification 

number and/or the participant’s IP address, the second response was rejected. 

Attention checks. During the second half of the data collection process, an attention check 

was added to the survey in order to screen out participants early on who were not effortfully 

completing the study. Additional checks were also put in place in order to catch inconsistencies 

in participants’ data before they reached the end of the survey. These checks include 

contradictions in the number of individuals who live in the home and contradictions in the 

number of other children who live in the home and whom the primary caregiver cares for. 

Quality codes. After rejecting participants with clearly inconsistent data, a system of 

quality codes (1-4) was created in order to rank the data in terms of most to least reliable, with 1 

indicating excellent data quality, 2 indicating good data quality, 3 indicating questionable data 

quality, and 4 indicating data that should be rejected due to inconsistent responding. Responses 

which met any of the three automatic reject criteria and/or which flagged on multiple of the 

aforementioned seven indicators of inconsistent responding, were given a quality code of 4, 

indicating that the data should be rejected. Responses which did not meet any of the three 

automatic reject criteria, but which flagged on some of the aforementioned seven indicators of 

inconsistent responding were given a quality code of 3, indicating questionable data quality. 

Responses which appeared to be reliable and did not flag on any of the aforementioned seven 
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indicators of inconsistent responding or any of the three automatic reject criteria, but either did 

not submit a comment at the end of the survey or did not submit a comment which conveyed 

effort and attentiveness to the survey were given a quality code of 2, indicating good data 

quality. Responses which met all of the criteria for a quality code of 2, and in addition had a 

comment which indicated effort and understanding while completing the survey, received a 

quality code of 1, indicating great data quality. 
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Appendix D 

Diagnostic Category Coding 

Participants reported up to ten diagnoses for the identified ill child. Among the responses 

which received a quality code of 1-3 (N = 203), indicating useable data quality, diagnoses were 

coded into the following 15 categories representing traditional classifications of organ systems: 

1.  Allergy/Rashes (e.g., unspecified allergies, skin problems) 

2. Cancer (i.e., all forms of cancer) 

3. Cardiac (i.e., diseases of the heart, including blood pressure problems) 

4. Constitutional (e.g., low energy, fatigue/malaise, obesity) 

5. Ear, Nose, Throat (e.g., ear infections, problems with tonsils, adenoids, swallowing, 

sinus, or hearing) 

6. Genetic syndrome (e.g., Turner’s Syndrome, Down Syndrome) 

7. Genital/Urinary (e.g., diaper rash, kidney, incontinence) 

8. Gastrointestinal (e.g., encopresis, gallbladder, stomach, ingestion, and digestion 

problems, food allergies, Chron’s disease, Celiac disease) 

9. Infectious/Immune (e.g., immune system disorders, autoimmune disorders, inflammatory 

disorders, fevers) 

10. Metabolic (e.g., anemia, problems with the liver, electrolytes, lipids, or blood glucose, 

such as diabetes) 
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11. Musculoskeletal (e.g., problems with bones, joints, or connective tissues, scoliosis, 

arthritis, chest pain, body pain, headaches) 

12. Neurologic (e.g., sensory and motor problems, seizures, weakness, cerebral palsy, 

migraines) 

13. Not a diagnosis (i.e., diagnoses which cannot be coded/are not actual diagnoses) 

14. Psychological (i.e., mental health problems as listed in the DSM and developmental 

delays) 

15. Respiratory/Pulmonary (e.g., asthma, respiratory viruses, Cystic Fibrosis) 
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Appendix E 

Criteria for Identifying Children Suspected of being Overmedicalized/Medically Abused 

In order to identify children who were suspected of being overmedicalized or medically 

abused, I implemented an a priori plan by which I created liberal, moderate, conservative, and 

very conservative criteria based on participants’ reported rates of MCA/overmedicalization 

suspicion. These criteria were based on participants’ responses on four questions, which 

measured (1) the primary caregiver’s representation of the severity of the index patient's medical 

problems, (2) the primary caregiver’s representation of the amount of disability of the index 

patient's medical problems, (3) the extent to which the primary caregiver has ever lied about the 

index patient having medical problems, diagnoses, or disabilities in a way that makes the index 

patient seem sicker than they actually are, and (3) the extent to which the primary caregiver has 

simulated illness or injury in the index patient for the purpose of making others believe the index 

patient is sicker than they really are.  

In order to meet the liberal criteria, which indicates mild suspicion of overmedicalization 

or MCA, participants must score a two or above (out of 10) on at least one of the four questions 

identified above. The first two questions are on a –10 to +10 scale, with –10 indicating that the 

primary caregiver is denying, minimizing, or suppressing the severity of the index patient’s 

medical problems or the amount of disability associated with the index patient’s medical 

problems. As a result, these two questions only needed a one or above (on the –10 to +10 scale) 

to meet liberal criteria. 
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In order to meet the moderate criteria, which indicates moderate suspicion of 

overmedicalization or MCA, participants must score a five or above on at least one of the four 

identified questions. To meet the conservative criteria, which indicates a strong suspicion of 

overmedicalization or MCA, participants must score a seven or above on at least one of the four 

questions. Finally, to meet the very conservative criteria, which indicates a very strong suspicion 

of overmedicalization or MCA, participants must score a seven or above on at least two of the 

four questions. 

 


